ABSTRACT -Objective: To analyze the demographic features of the population sample, the time of headache complaint until first consultation and the diagnosis of primary and secondary headaches. Method: 3 3 2 8 patients were analyzed re t rospectively and divided according to gender, age, race, school instruction, onset of headache until first consultation and diagnosis (ICHD-II, 2004). Results: Sex ratio (Female/Male) was 4:1, and the mean age was 40.7±15 years, without statistical diff e rences between sexes. Appro x i m a t e l y 65% of the patients were white and 55% had less than eight years of school instruction. Headache complaint until first consultation ranged from 1 to 5 years in 32.99% patients. The most prevalent diagnosis w e re migraine (37.98%), tension-type headache-TTH (22.65%) and cluster headache (2.
T h e re are few epidemiological data re g a rding prim a ry or secondary headaches in clinic-based studies or tert i a ry -c a re centers, mainly in developing countries. Data available is usually from North American or European population-based studies, which are also scant if we consider the economical and social burden of this condition [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] .
The aim of this study was to analyze the demographic features of the population sample, the time of headache complaint until first consultation and the diagnosis of primary and secondary headaches according to the ICHD-II (2004) 1 8 of adult patients attending a Brazilian tert i a ry -c a re center for headache tre a tment. . The same headache q u e st i o n n a i re, a standard protocol, was used for each patient. Rec o rds with more than two incomplete data were excluded.
Patients were divided according to age, sex (male or female), race (white or non-white), school instruction (none, less than eight years, more than eight years), onset of headache until the first consultation and diagnosis. Symptoms re f e rred on the first appointment, those who lead patient to seek for at tention, were considered f or diagnosis and classification purposes. Patients with less than 15 years old w e re excluded from this protocol. Results were re c o rd e d as numbers and percentages of patients (descriptive statistics). The study protocol was submitted to and appro v e d by the local ethical committee.
RESULTS
A total of 3328 patients attended the clinic over the five-year period analyzed. The mean age was 40.7 ±15.28 years old without statistical diff e rences between sexes. 3316 were female (80%) and the majority of the population was white (65%).
Almost 8% (n=246 patients) had no school instru ction, 54% (n=1680) had less than 8 years and 38% (n=1402) had more than 8 years. These numbers were similar when comparing both sexes. The majority of patients took 1 year or more to seek for specialized health care and 50% had suff e red for more than 5 years. In general, men attended the DITH later than women (Table 1) . The headache diagnosis given for each patient a re shown in Table 2 and were preferably characterized according to its main group (i.e., migraine, tension-type). Among 121 patients in the group of "other primary headaches" (Table 2 ) 24 had the diagnosis of hypnic headache syndrome. Since we considered only the headaches that led to medical attendance (primary complaint), the number of patients seen equaled the number of diagnoses.
Age and sex-specific prevalence of all headaches a re presented on Figure. The peak prevalence was between ages 21 to 50 either for women or men.
DISCUSSION
We have found few epidemiological data re g a rding primary or secondary headaches in clinic-based studies, mainly in developing countries 5 -1 2 . Thus, this s u rvey brings relevant information on the feature s of a specialized tert i a ry headache service in Brazil, contrasting epidemiological data from community or out-hospital headache suff e rers from North America and Europe. It is also one of the first epidemiological studies that used the ICHD-II (2004) for diagnostic criteria purposes.
As a general rule, women tended to seek for health care attention much more than men in our sample. This is in agreement with a population-based study and according to the same author the over-rep resentation of women may be attributed to the female horm o n e 's influence and the fact that they seek much more for health-care attention than men 1 4 . With re g a rd to race we also noted that the pre v a l e nce of white patients was higher than non-whites. This is a controversial data. In an epidemiologic study of migraine symptoms in young women no significant d i ff e rences were found when comparing race pre v al e n c e 1 5 . In Brazil this is a much more contro v e r s i a l issue since the diff e rence between white and nonwhite is closely related to historical influences, having the non-white usually lower social and educational level that can make them take longer to seek for help. Both women and men mean of age were s i m i l a r, around 40 years old, the average peak pre v alence being for both migraine and tension-type headache according to Lipton 3 and Schwart z 6 , the main diagnoses in our population.
Socioeconomic status may be estimated according to years of school instruction. The majority of our patients had no more than 8 years of school instru ction, which probably corresponds to our hospital setting characteristic, that is, a public hospital, which in Brazil accommodates low-income populations since high-income groups seek for Health Managed Org an i z a t i o n 's hospitals. Population-based studies in Nort h America indicate that migraine prevalence is inversely related to socioeconomic status 1 6 , which was not the same as in Europe. Thus, due to our population selection bias, it is hard to come to a conclusion.
Pain duration was incredibly high in our population. Approximately 16% of the headache sufferers came with less than 1 year of pain duration; about 85% suff e red for more than 1 year before seeking for health care, and most of them more than 6 years. Generally men attended later than women. It is known that in North America only 16% of the headache suff e rers seek for Headache specialty care and that almost 50% are current consulters 6 . This is of large economical impact since patients with long-lasting headaches usually become undert reated or even underdiagnosed. These data also show that patients are lately referred to a Headache specialty care.
Migraine was the main diagnose that lead patients to our headache clinic, no matter it was episodic or chronic daily headache. In population-based studies the prevalence of migraine is lesser than tension-type headache, but due to selection bias in clinic-based studies, patients in such series tend to have m o re severe, more frequent, or more complex types of headache than in the general population [1] [2] [3] [4] .
It is also noteworthy from data shown on Table 2 that primary headaches accounted for the main diagnoses in our series, in spite of secondary headaches and cranial neuralgia. This might be due to the selection bias as mentioned above, but it is important to notice that our hospital also has pain-clinics that also accommodate these patients and were not taken into account. Data from other clinic-based study confirm s that observation 17 .
Clinic-based studies might help in providing information about the patients attending a specific headache unit. From this point of view, treatment strategies and public health planning can be made.
The prevalence of migraneurs in our clinic show how scarce is the search for help from tension-type headache sufferers. It is also noteworthy the length of time patients spent until reaching specialized headache attendance.
In conclusion, more clinic-based studies should be done with the purpose of comparing these data with population-based studies so that specific health care strategies may be outlined for these distinct populations' settings.
